Primary Hyperaldosteronism As A Risk Factor For Recurrent Nephrolithiasis  by Tantisattamo, Ekamol & Francis, Thomas B.
Statistical analysis was determined using SPSS 15.0. Ghrelin levels was
signiﬁcantly increased in HD patients (4.5572.34ng/ml (pre-HD),
po0.0001) than in CKD(2.3271.32ng/ml) and Control (1.9970.83ng/
ml),and declined after HD(2.2771.12ng/ml, po0.0001). In HD group,
plasma ghrelin levels were negatively correlated with pre-albumin(PA, r¼-
0.461,P¼0.010). When all participants combined together, the plasma
ghrelin levels was positively correlated with serum
creatinine(r¼0.426,P¼0.0001) and urea nitrogen(r¼0.366,P¼0.003),but
negatively correlated with e-GFR(r¼-0.411,P¼0.001), PA(r¼-
0.321s,P¼0.009) and lymphocyte(r¼-0.417,P¼0.0001). No relationship
was showed between ghrelin and BMI, NRS2002 in HD group. In
conclusion, total ghrelin levels was elevated in HD patients, and negatively
correlated with pre-albumin, and negatively correlate with PA,lymphocyte
in all participants. A future study with the stratiﬁcation of HD patients
according to their appetite and body composition may help to further
evaluation.
http://dx.doi.org/10.1016/j.krcp.2012.04.567
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INFLUENCE OF DIFFERENT INTAKE OF SOY PROTEIN ON SERUM URIC
ACID AND RENAL FUNCTION IN HYPERURICEMIC RATS
Yan Liu Min Chen, Daoyuan Zhou, Jianguang Hu
Xiaoxiao, Rongshao Tan. Guangzhou Red Cross Hospital, Jinan University,
Guangzhou, Guangdong, China
To investigate the inﬂuence of different intake of soybean-based protein on
sesrum uric acid and renal function in hyperuricemic rats. The hyperuricemic
rat induced by 5% potassium oxonate were divided into three groups randomly
and fed with low (11%), normal (22%) , high (45%) soy protein diet respectively.
The rats were followed for six weeks. Serum and urine biochemical parameters
including uric acid, creatinine were measured every week. Compared with 22%
soy protein group, serum levels of uric acid in 11% soy protein group were
signiﬁcantly lower in the fourth, ﬁfth and sixth week(P o0.05) whereas serum
uric acid levels in 45% soy protein group were signiﬁcantly higher from the
second week to the ﬁfth week(P o0.05). Serum creatinine in 11% soy protein
group decreased signiﬁcantly in the sixth week. Increases of serum creatinine in
45% soy protein group were detected in the second and third week. There were
no differences in body weight among the three groups at the end of the study.
We have not found any differences in the serum lipid and albumin level, or the
amount of urinary excretion of uric acid, creatinine and protein among three
groups. In conclusion,high soy-based protein food increased the serum uric acid
level and damaged the kidney function in SD rat. However, low soy protein
food can maintain the nutritious status in the experienced rats. It also can
decrease the serum uric acid level and protect renal function in
hyperuricemic rats.
http://dx.doi.org/10.1016/j.krcp.2012.04.568
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EVALUATION OF NUTRITIONAL ASSESSMENT IN ELDER PATIENTS WITH
CONTINUOUS AMBULATORY PERITONEAL DIALYSIS: COMPARING THE
MINI NUTRITIONAL ASSESSMENT (MNA) WITH THE SUBJECT GLOBAL
ASSESSMENT (SGA)
Tang Zhi-huan, Yuan Wei-jie, Gu Li-jie, Yu Qian, Hao Jing
Nephrology Shanghai Jiao Tong University Afﬁliated First People’s Hospital,
China
The DOQI 2000 recommends the subjective global assessment(SGA)for
the nutritional evaluation in patient with continuous ambulatory
peritoneal dialysis(CAPD). In 1990s, the mini nutritional assessment
(MNA)has been used successfully in the evaluation of the nutrition status
in the ﬂail elder person. Is it more suitable for MNA than SGA in assessment
the nutrition of elder CAPD patient? In this study, we compared the MNA
method with the traditional SGA in the evaluating the nutritional status in
elder CAPD patients. We used the cross-sectional study with selection of
the patient. Forty-ﬁve elder CAPD patients 21 male and 24 female with
more than 60 years old, were enrolled in this study. SGA and MN
questionnaire, anthropometric parameters and laboratory test were
investigated in those patients. The normalized protein equivalent of total
nitrogen appearance (nPNA) was calculated. The result were: 1)These
patients were classiﬁed into three nutritional classes according to the SGA
(i.e. normal nutrition SGA considered as A, mild to moderate malnutrition
SGA as B, and severe malnutrition SGA as C). The corresponding,
classiﬁcation according to the MNA was normal nutrition(MNAl), at risk of
malnutrition(MNA2), and severe malnutrition(MNA 3). In the SGA
classiﬁcation, 49% were assessed as A, 31% in B and 20% in C, while the
corresponding ﬁgures in MNAWas 40% in MNA 1, 38% in MNA 2 and 22% in
MNA 3. Either in SGA or in MNA assessment . the dietary protein intake
(DPI), dietary energy intake (DEI), serum albumin(Alb), nPNA, months On
CAPD, residual renal function(RRF), and the adequacy indices(Kt/v, Ccr)
were signiﬁcantly different among three groups(Po0.05). The abnormal
rates of measures in normal nutrition group were 64% for DEI or DPI, Alb
27% with SGA, the corresponding ﬁgure with MNA were 28% (Po0.05) and
22% (P40.05). Only in severe malnutrition group, both in SGA and MNA,
the abnormal rates of all measures were above 80% for DEI or DPI and Alb,
except for Prealbumin. 2) There were no signiﬁcant differences between
the classes, irrespective of methods. The kappa test, was used to compare
the result of two methods, and the kappa value was 0.545 5(Po0.05).
3) Pearson correlation coefﬁcients between the SGA and serum albumin
concentration (r¼0.347) nPNA (r¼0.329)and months on CAPD(r¼0.360)
were all signiﬁcant whereas the MNA had signiﬁcant correlation with
serum albumin concentration (r¼0.362)nPNA(r¼0.394), months on
CAPD(r¼0.335) and RRF(r¼0.576).
http://dx.doi.org/10.1016/j.krcp.2012.04.569
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PRIMARY HYPERALDOSTERONISM AS A RISK FACTOR FOR
RECURRENT NEPHROLITHIASIS
Ekamol Tantisattamo, Thomas B. Francis
Department of Medicine, University of Hawaii, Honolulu, Hawaii
Primary hyperaldosteronism typically presents as hypertension,
hypokalemia, and metabolic alkalosis. Several previous reports note an
association between primary hyperaldosteronism and nephrolithiasis with
secondary hyperparathyroidism. We report a case of a previously
normotensive, normocalcemic, normokalemic young man with initial CT
imaging of nephrolithiasis showing no adrenal abnormalities. Three years
later, he presented with severe hypertension, hypokalemia, and an adrenal
adenoma with incidental ﬁndings of recurrent nephrolithiasis. Literature
review of hyperaldosteronism complicating nephrolithiasis and possible
etiologic mechanisms are reviewed.
A 25 year-old man with a history of ureteral calculi 3 years ago presented
with gastroenteritis for over 24 hours. Initial evaluation included a BP of 194/
140 mmHg, potassium of 2.2 mmol/l, bicarbonate of 40mmol/l, and ionized
calcium of 0.95 mmol/l. All electrolytes 3 years prior were normal. Plasma
aldosterone concentration to plasma renin activity ratio was 21.1 with
aldosterone of 4 ng/dl and renin of 0.19 ng/ ml/ hr. CT scan showed a new 3 cm
left adrenal mass not seen on prior CT with multiple new left renal stones.
Follow up aldosterone after correction of hypokalemia, spironolactone, and
amiloride was 104 ng/dl. Laparoscopic adrenalectomy pathologically conﬁrmed
an adrenal adenoma. Postoperative labs showed relative hypoaldosteronemia
albeit with persisting but much improved hypertension.
Hyperaldosteronism can cause hypercalciuria, phosphaturia, and
hypocitraturia, all of which are risk factors for nephrolithiasis. Additionally,
hyperaldosteronism and deoxycorticosterone mediated hypertension have
been associated with hypocalcemia and secondary hyperparathyroidism. Our
case augments earlier literature suggesting increased risk for nephrolithiasis in
patients with hyperaldosteronism and suggests that hyperaldosteronism
should be considered as a risk factor for patient with nephrolithiasis. It remains
unclear if both primary and secondary hyperaldosteronism increase the relative
risk for nephrolithiasis and the role of aldosterone receptor antagonist therapy
for recurrent nephrolithiasis associated with hyperaldosteronism.
http://dx.doi.org/10.1016/j.krcp.2012.04.570
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ELECTROLYTE-FREE WATER CLEARANCE: A CLINICAL UTILITY IN
MANAGING OSMOTIC UREA DIURESIS-ASSOCIATED POLYURIA IN TUBE
FEEDING SYNDROME
Ekamol Tantisattamo, Jason Dinh
Department of Medicine, University of Hawaii, Honolulu, Hawaii
Hypernatremia is a common problem in critically ill patients. Part of the
reason for the inadequate treatment of hypernatremia may be that we tend
to replace only the free water deﬁcit (FWD) and neglect replacing ongoing
losses of free water. In most cases, ongoing losses of free water occur in the
urine, the quantity of which can be easily calculated using the electrolyte
free water clearance (EFWC). We report a case of man presenting with tube
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